Airway management using a non-coaxial fibreoptic b r o n c h o s c o p e g u i d e d endotracheal intubation in a case of near complete palatoglossal synechiae
Madam, Present case is of an infant aged 3.5 months with Pallatoglossal band (PGB), weighing 2.6 kgs, and having severe malnutrition. Oral examination revealed PGB involving posterior part of the tongue and hard palate with only a small opening of less than 1 cm through which the oral cavity and oropharynx were communicating [ Figure 1 ]. Direct laryngoscopy and intubation were not possible, bag mask ventilation (BMV) was also anticipated to be difficult. The plan was to perform tracheal intubation with a tracheal tube of 3 mm diameter passed pernasally under visual guidance of FOB that had already been passed through the other nostril. A cuffed endotracheal tube was considered appropriate (there was a chance of airway bleed and inability to do throat pack mandated a cuffed tube). A backup plan for emergency tracheostomy and cricothyroidotomy was kept ready alongside.
Preparation included high-risk consent of perioperative asphyxia, 6 and 2 hours fasting for milk and water, respectively; premedication with injection atropine 0.02 mg/ kg intramuscular 1 hour before induction; lignocaine 4% nebulization for 5 minutes; oxymetazoline nasal drops 15 minutes before nasal intubation; venous access. The patient was monitored using ECG, pulse oximeter, NIBP. Preoxygenation was done with 100 percent oxygen for 3 minutes. Anesthesia induction was done with Sevoflurane by the graduated increments method.
After ensuring BMV, fentanyl (2 mcg/kg) and succinylcholine (1 mg/kg) were given intravenously. We passed a pediatric FOB (2.8 mm bronchoscope, Olympus medical corp, Japan) through the right nostril and stationed it just above the glottis; through the other nostril we passed a 3 mm cuffed ETT and directed it towards the glottis under an indirect vision obtained from the FOB. External manipulations of ETT and larynx helped in achieving endotracheal intubation. PGBs which were mostly fibrotic were excised successfully [ Figure 2 ] followed by tracheal extubation.
Extent of synechiae helps in deciding surgical and anesthesia plan. Excision of incomplete intramural synechiae can be done under local anesthesia or general anesthesia with BMV. [1, 2] In cases of incomplete synechiae, a paraglossal approach of intubation can be adopted using a miller blade or a Bullard laryngoscope. [3] In a case with near complete PGB, definitive airway is necessary; hence, FOB-assisted co-axial nasal intubation (ETT rail-roaded over the FOB) in a spontaneously breathing patient seems to be the most appropriate approach. Endotracheal tubes-less than 3.5 mm diameter-cannot be railloaded on the commonly available pediatric bronchoscope (2.8 mm diameter). Most of the centers do not have flexible bronchoscopes smaller than 2.8 mm as was the case with us, so we improvised the tracheal intubation using a FOB-assisted non-coaxial approach and overcame the limitation of a coaxial technique of FOB assisted intubation.
A preoperative tracheostomy is another valid option, [4, 5] but pediatric tracheostomies have their challenges and complications, such as infection, airway bleeding, difficulties of decannulation, subglottic stenosis that enhance the morbidity, especially in pediatric patients. [6] 
Dilemmas in a parturient with intracranial meningioma with raised intracranial pressure and difficult airway for cesarean section
A parturient with intracranial tumor and raised intracranial pressure (ICP) is a challenge to the anesthetist. [1] [2] [3] [4] [5] [6] We recently encountered a similar patient but more challenging due to the presence of decreased mouth opening secondary to tumor metastasis to bilateral temporomandibular joint. To the best of our knowledge, a similar case is not reported before in literature. The patient was a 55-kg, ASA III, 24-year-old parturient posted for elective cesarean section at 37 weeks of gestation. She was a known case of right sphenoid meningioma since the last 1 year with current size of 5.2 cm on magnetic resonance imaging and presently on treatment of intravenous phenytoin and dexamethasone. She was referred to the anesthesia team 2 days prior to elective cesarean section for preanesthetic examination, which revealed prominent proptosis with chemosis of the right eye with right facial nerve palsy and no vision in the right eye [ Figure 1 ]. Airway examination revealed interincisor distance of 8 mm with decrease mandibular protrusion, nontender bilateral condylar movements, hyomental distance of 5.2 cm, and mallampati grade IV. Fundoscopy revealed a pale disc with total optic atrophy and papilloedema. The rest of the systemic examination and blood investigations were within normal limits.
The main goal in the present patient was to prevent further increase in ICP. To accomplish this, the main challenges were to secure airway with minimal nociception, to administer adequate perioperative analgesia to prevent pain, and to avoid nausea and vomiting in the postoperative period. A decrease in ICP was also not desirable as it could lead to brainstem herniation. Due to the above challenges along with the presence of difficult airway, general anesthesia with awake nasal fiberoptic intubation was planned, as mouth opening was inadequate to accomplish oral intubation. The procedure was explained to the patient a day prior to the surgery. Intravenous phenytoin and dexamethasone were continued in the perioperative period. In the operating room, 0.05% xylometazolin nasal drops were instilled on more patent right nostril. Nebulization with 2% xylocaine 10 mL was given. Intravenous hydrocortisone 100 mg was injected followed by slow injection of midazolam 1 mg over 5 minute. Right nostril was serially dilated with lubricated nasopharyngeal airway (size 6, 7, 8) following which a fiberoptic 6.5 mm was passed with an epidural catheter threaded in the suction port. Through this, 10 mL of 2% lidocaine was sprayed in the oral airway and the catheter port enabled precise deposition of local anesthetic to the vocal cords and trachea. The fiberscope was then removed to allow for the action of local anesthetic. After 2 minutes, it was reintroduced with a softened endotracheal tube (by immersing in hot saline for few minutes) of size 7.5mm (size determined by nasal and tracheal diameter on chest X-ray). The patient was asked to protrude her tongue and with gentle lifting of her jaw, trachea was intubated without any gag or coughing. Her hemodynamic parameters remained stable. Induction of anesthesia was then done with intravenous propofol 1 mg/kg and atracurium 25 mg. Maintenance of anesthesia was done with Total intravenous anesthesia (TIVA) propofol 120 µg/kg/min without any inhalational gases. Intraoperative invasive ICP monitoring was not available. However, ETCO 2 30-32 mmHg, BIS 40-50, and 25° elevation of operative table were maintained to ensure no further increase in ICP. Intraoperative analgesia was provided with intravenous paracetamol 1 g and ketorolac 30 mg. A healthy male baby with Apgar score of 8
